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Office  of  the  Secretary 

UNIFORM  HOSPITAL  DISCHARGE 
ABSTRACT  IMPLEMENTATION  PLAN 

Proposed  Department-Wide  Plan  To  Imple¬ 
ment  a  Uniform  Approach  to  the  Acqui¬ 
sition  of  a  Minimum  Basic  Hospital  Dis¬ 
charge  Data  Set 

PURPOSE 

The  Secretary  of  the  Department  of 
Health.  Education,  and  Welfare 
(DHEW)  has  commissioned  various 
agencies  within  the  Department  to  de¬ 
velop  a  imiform  approach  to  the  acquisi¬ 
tion  of  the  Uniform  Hospital  Discharge 
Data  Set  (UHDDS).  The  agencies  in¬ 
volved  share  a  common  need  for  the  data 
to  meet  requirements  for  claims  pay¬ 
ment,  peer  review  and  statistical  pur¬ 
poses.  Other  potential  users  of  the 
UHDDS  include  planning  bodies,  accred¬ 
iting  organizations,  hospitals  and  private 
third-party  payors. 

All  the  various  DHEW  agencies  believe 
that  the  best  approach  to  the  charge  is 
to  develop  a  standard  format  and  in¬ 
structions  for  the  UHDDS  acceptable  to 
the  majority  of  users.  This  format  is  to 
be  known  as  the  Uniform  Hospital  Dis¬ 
charge  Abstract  (UHDA) .  The  design  of 
a  standard  format  will  allow  for  the 
modification  of  existing  data  collection 
forms  to  incorporate  the  UHDDS.  This 
approach  has  three  distinct  advantages: 

1.  To  assure  one-time  recording  of  the 
data  at  the  hospital  for  multiple  users. 

2.  To  remove  the  consistency  and  com¬ 
parability  problems  associated  with  the 
recording  of  identical  data  on  multiple 
forms. 

3.  To  provide  for  expansion  of  the  use  _ 
of  the  data  set  to  cover  all  hospital  dis-  ‘ 
charges  by  providing  for  the  modifica¬ 
tion  of  existing  forms  rather  than  the 
introduction  of  a  form  especially  for 
Federal  patients. 

PROCEDURES 

The  current  plan  calls  for  each  hospi¬ 
tal  to  be  responsible  for  collecting  the 
UHDDS  on  Medicare,  Medicaid  and  Title 
V  patients.  PSROs  expecting  to  initiate 
review  in  the  near  future  are  required  to 
arrange  for  collection  of  the  UHDDS  on 
each  case.  PSRO  data  routing  and  proc¬ 
essing  policies  make  provision  for  the  in¬ 
tegration  of  the  Department-wide  ap¬ 
proach  into  the  data  collection  activities 
of  the  PSRO  when  the  standard  format 
is  available.  Medicare  will  not  require 
the  UHDDS  for  all  discharges,  but  will 
require  that  hospitals  provide  it  with  the 
discharge  bill  for  the  SSA  20%  inpatient 
sample.  Where  review  is  being  conducted 
in  a  hospital  imder  the  authority  of  a 
Conditional  PSRO,  the  Medicare  inter¬ 
mediary  will  accept  a  copy  of  the  form 
on  which  the  hospital  provides  the 
UHDDS  to  the  PSRO.  For  those  hospi¬ 
tals  where  there  is  not  a  Conditional 
PSRO,  Medicare  will  accept  the  UHDDS 
either  on  a  separate  form  or  on  the  form 
they  submit  to  an  abstracting  service  if 
it  contains  the  entire  UHDDS  in  the 
agreed  upon  format.  While  the  Medicaid 


program  has  not  required  States  to  col¬ 
lect  the  UHDDS  on  a  routine  basis. 
States  applying  for  Federal  matching 
fimds  to  develop  a  management  infor¬ 
mation  system  must  build  the  capability 
to  collect  the  UHDDS  into  their  system. 

BACKGROUND 

In  1972,  the  Uniform  Hospital  Abstract 
Form  Subcommittee  of  the  National 
Committee  on  Vital  and  Health  Statis¬ 
tics  recommended  the  minimum  basic 
data  set  (UHDDS) .  Minor  modifications, 
approved  by  the  Secretary  of  DHEW  for 
Federal  programs,  were  made  in  1974  and 
in  1975.  Additional  changes  have  been 
made  to  facilitate  implementation.  Only 
one  of  the  changes,  the  deletion  of  “or 
resident”  from  the  definition  of  Attend¬ 
ing  Physician  alters  the  minimum  basic 
data  set  as  recommended  by  the  U.S. 
Committee  on  Vital  and  Health  Statis¬ 
tics.  Medicare  does  not  recognize  resi¬ 
dents  as  attending  physicians.  Therefore, 
entering  residents  in  the  basic  data  set 
would  present  the  Medicare  program 
with  different  data  in  response  to  the 
same  data  element  depending  on  whether 
the  data  are  received  through  the  pay¬ 
ment  process  or  through  the  UHDA.  It 
should  be  noted  that  the  constant  turn¬ 
over  of  residents  would  result  in  doubtful 
profiles  for  PSRO  purposes  due  to  insuf¬ 
ficient  data  to  establish  reliable  patterns. 

Additions  to  the  data  set  are:  1.  “Title 
V”  as  a  category  under  Expected  Princi¬ 
pal  Source  of  Payment.  PSROs  are  to 
review  care  given  to  Title  V  patients  and 
must  be  able  to  identify  these  patients. 

2.  Person  Identification  has  been  ex¬ 
panded  to  include  space  on  the  format 
for  the  name  of  the  patient  and  the 
claim  number  of  the  patient. 

.  3.  Operating  Physician  and  Attending 

Physician  are  to  be  identified  by  name 
as  well  as  by  Social  Security  Number. 

The  availability  of  names  of  patients 
and  physicians  is  considered  necessary 
for  error  correction  and  verification 
purposes. 

The  Department  is  aware  that  a  nmn- 
ber  of  potential  users  of  the  UHDDS  are 
prohibited  from  having  access  to  per¬ 
sonal  identifiers.  In  these  situations, 
technical  solutions  are  available  such  as 
the  judicious  use  of  carbon  paper  or  the 
deletion  of  identifiers  from  tapes.  Recog¬ 
nition  of  the  privacy  of  indMduals  and 
the  confidential  nature  of  the  data  must 
be  of  primary  importance  to  the  recipi¬ 
ents  and  users  of  the  data. 

OBJECTIVES 

Identifying  and  defining  a  uniform 
data  set  was  an  important  first  step  in 
meeting  the  need  for  multiple  use  basic 
data.  The  next  steps  are  to  develop  a 
standard  format  for  collecting  the  data 
and  a  set  of  instructions  which  will  as¬ 
sure  uniformity  of  the  data  regardless  of 
the  locus  or  purpose  of  the  collection. 

In  developing  format,  definitions  and 
instructions,  two  basic  objectives  must  be 
considered.  The  first  is  to  reduce  costly 
and  time  consuming  data  recording  by 
providing  a  single  data  collection  mech¬ 
anism  for  one-time  recording  of  the  data 
by  hospitals.  The  second  is  to  build  as 


much  as  possible  on  the  existing  data 
systems  in  use  in  hospitals.  Accommo¬ 
dating  to  existing  data  systems  will  cause 
less  disruption  to  hospital  data  gather¬ 
ing  activities  and  avoid  the  imposition  of 
new  and/or  redundant  systems.  These 
goals  can  only  be  achieved  if  a  concen¬ 
trated  effort  is  made  to  work  with  hos¬ 
pital  groups  and  other  groups  concerned 
with  health  data. 

Set  forth  below  is  the  proposed  Uni¬ 
form  Hospital  Discharge  Abstract  Im¬ 
plementation  Plan. 

Proposed  Uniform  Hospital  Discharge 

Abstract  Implementation  Plan 

INTRODUCTION 

In  June,  1974,  the  Secretary  of  Health, 
Education,  and  Welfare  approved  a  Uni¬ 
form  Hospital  Discharge  Data  Set 
(UHDDS)  as  a  requirement  for  the  Medi¬ 
care,  Medicaid  and  PSRO  programs.  The 
data  set  is  based  on  the  multi-purpose 
minimum  basic  data  set  on  hospital  dis¬ 
charges  recommended  by  the  Uniform 
Hospital  Abstract  Form  Subcommittee  of 
the  U.S.  National  Committee  on  Vital 
and  Health  Statistics. 

Agencies  within  the  Department  of 
HEW  have  agreed  that  the  most  satis¬ 
factory  approach  to  the  implementation 
of  the  basic  data  set  requhement  is  to 
specify  a  format  for  the  UHDDS.  This 
format  is  to  be  standardized  and  referred 
to  as  the  Uniform  Hospital  Discharge 
Abstract  (UHDA) .  Two  major  objectives 
can  be  realized  through  the  implementa¬ 
tion  of  a  standard  format: 

1.  To  ensure  that  the  data  elements 
of  the  UHDDS  will  be  recorded  only  once 
in  the  hospital  eliminating  costly  redim- 
dant  data  collection. 

2.  To  increase  the  accuracy  and  con¬ 
sistency  of  the  data  since  the  recorders 
will  no  longer  need  to  adapt  to  a  variety 
of  different  formats. 

The  data  can  be  made  available  to 
users  outside  the  hospital  through  the 
use  of  multiple  part  form  sets.  Further¬ 
more,  data  entry  procedures  will  be  sim¬ 
plified  since  the  data  is  presented  in  a 
single  format  regardless  of  the  source 
of  the  collection  form.  This  approach 
provides  for  the  use  of  many  different 
forms  Incorporating  the  standard  for¬ 
mat.  It  is  envisioned  that  this  standard 
format  will  be  adopted  by  data  systems 
as  the  UHDDS  portion  of  all  data  collec¬ 
tion  forms.  Initially,  it  is  expected  that 
the  format  will  be  used  only  for  patients 
covered  imder  Titles  V,  XVIII  and  XIX 
although  data  systems  covering  100%  of 
patients  may  revise  current  data  collec¬ 
tion  forms  to  incorporate  the  UHDA. 

procedures  for  COMPLETION  AND  DISTRI¬ 
BUTION  OF  THE  UHDA 

The  data  elements  and  definitions  of 
the  UHDDS  as  well  as  the  corresponding 
completion  instructions  for  the  UHDA 
follow  this  introduction.  Among  the  re¬ 
quired  elements  are  diagnoses  and  proce¬ 
dures.  The  narrative  terminology  and 
codes  for  diagnoses  and  procedures  will 
be  recorded  in  the  hospital  by  staff  of  the 
medical  records  department  or  other 
appropriate  medically-trained  personnel. 
Up  to  five  diagnoses  and  three  procedures 
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are  to  be  collected  and  coded.  Interna¬ 
tional  Classification  of  Diseases,  Adapt- 
ed-8  (ICDA-8)  is  required  except  in 
those  hospitals  already  coding  in  Hos¬ 
pital-International  Classification  of  Dis¬ 
eases,  Adapted-2  (H-ICDA-2).  Other 
coding  systems,  such  as  Current  Proce¬ 
dural  Terminology-3  (CPT-3)  for  pro¬ 
cedures,  may  be  used  as  a  local  option 
to  be  incorporated  as  an  additional  data 
entry  beyond  the  UHDDS.  Where  coded 
data  is  required  at  the  Federal  level, 
ICDA-8  or  H-ICDA-2  must  be  submitted. 
Where  coding  capability  does  not  exist 
in  a  hospital,  PSROs  will  arrange  for 
coding  in  a  time  frame  compatible  with 
PSRO  needs.  Other  users  requiring  coded 
diagnoses  and  procedures  should  work 
with  PSROs  to  avoid  duplicate  coding 
whenever  possible.  For  hospitals  without 
coding  capability  and  where  PSRO  re¬ 
view  is  not  being  performed,  other  users 
may  code  depending  on  their  need  for 
coded  diagnoses  and  procedmes. 

Cvurent  plans  are  for  joint  implemen¬ 
tation  by  the  Medicare  and  PSRO  pro¬ 
grams  as  soon  as  possible.  It  is  hoped 
that  ultimately  all  collectors  of  the  basic 
data  set,  both  within  and  outside  the 
Department,  will  adopt  the  UHDA  into 
their  respective  data  systems.  It  is  crit¬ 
ical  that  each  user  receive  a  legible  copy 
of  the  form.  Where  Conditional  PSROs 
exist  and  are  performing  review,  hospi¬ 
tals  will  collect  and  distribute  the 
UHDDS  on  the  UHDA  for  all  Medicare, 
Medicaid  and  Title  V  inpatients  in  the 
manner  agreed  upon  between  the  hos¬ 
pital  and  the  PSRO.  A  copy  will  also  be 
sent  by  the  hospital  to  the  appropriate 
Title  XVUI  fiscal  intermediary  with  the 
discharge  bill  for  20%  of  Medicare  pa¬ 
tients  (those  whose  Health  Insurance 
Claim  Number  ends  in  0  or  5) .  In  hos¬ 
pitals  where  PSRO  review  hM  not  been 
initiated,  hospitals  will  submit  the  UHDA 
for  the  20%  sample  to  the  fiscal  inter¬ 
mediary  with  the  discharge  bill  on  a  col¬ 
lection  form  already  in  use  in  the  hos¬ 
pital,  if  the  form  has  been  modified  to 
incorporate  the  standard  UHDA.  In  the 
absence  of  a  hospital  form  containing 
the  UHDA,  the  fiscal  intermediary  can 
supply  a  standard  DHEW  form  consist¬ 
ing  of  only  the  UHDA.  Where  PSRO  re¬ 
view  has  been  initiated  and/or  where 
the  principal  expected  source  of  payment 
is  Medicare,  a  copy  of  the  completed 
UHDA  for  patients  also  covered  imder 
Medicaid  and  Title  V  can  be  made  avail¬ 
able  to  the  appropriate  agencies  upon 
request. 

The  uses  of  the  UHDDS  require  that 
the  form  be  completed  with  a  high  de¬ 
gree  of  accuracy.  PSROs  and  Medicare 
will  each  develop  their  respective  proce¬ 
dures  for  editing  and  correcting  the  sub¬ 
mitted  data  based  on  decisions  refiecting 
the  use  of  the  data.  It  is  expected  that 
PSROs  will  closely  monitor  the  ab¬ 
stracting  process  in  the  hospitals, 
thereby  infiuencing  increased  accuracy 
and  completeness  of  the  data  over  time. 

For  the  20%  Medicare  sample,  the 
UHDA  is  to  be  attached  to  the  appro¬ 
priate  discharge  bill  and  submitted  to  the 
fiscal  intermediaries.  There  has  been 


some  concern  that  this  approach  will  ad¬ 
versely  affect  the  accuracy  of  the  data. 
During  the  early  stages  of  implonenta- 
tion,  the  Department  expects  to  test 
various  approaches  and  select  the  most 
satisfactory  method  based  on  the  results 
of  the  test. 

The  following  materials  contain  the 
data  elements  and  definitions  of  the  Uni¬ 
form  Hospital  Discharge  Data  Set 
(UHDDS)  as  well  as  the  competition  in¬ 
structions  for  recording  the  UHDDS  in 
the  hospital  on  the  Uniform  Hospital 
Discharge  Abstract  (UHDA) . 

1.  Person  Identification 

Definition:  Each  admission  is  to  be 
reported  by  the  patient’s  unique  Social 
Security  Number.  For  newborns  and 
children  not  having  Social  Security 
Numbers  but  covered  by  Medicaid,  the 
recipient  I.D.  number  is  to  be  used.  (A 
unique  number  is  essential  to  assure 
record  linkage  for  multiple  admissions  of 
the  same  individual.) 

If  the  hospital  also  assigns  a  medical 
record  number  which  differs  from  the 
Social  Security  Nxunber  or  the  recipient 
I.D.  number,  it  is  also  to  be  furnished  (to 
facilitate  retrieval  of  individual  case 
records). 

Data  elements  and  instructions 

1.1  Patient  Name.  Record  the 
patient’s  surname  (last  name)  followed 
by  the  first  name  and  middle  initial.  Ex¬ 
ample:  O’Brien,  Edward  J. 

1.2  Medical  Record  Number.  Record 
the  unique  number  assigned  by  the  hos¬ 
pital  to  the  patient’s  medical  record 
(if  different  from  the  Social  Security 
Niunber  or  the  Medicaid  recipient 
number) . 

1.3  Social  Security  Number.  Recoil 
the  nine-digit  number  assigned  to  the 
patient  by  the  Social  Security  Adminis¬ 
tration.  Record  UNK  if  unknown. 

1.4  Claim  Number.  Record  the  Health 
Insurance  Claim  Niunber  (HICN)  for  a 
Medicare  patient  or  the  Medicaid  Num¬ 
ber  for  a  Medicaid  or  Title  V  patient. 
(If  a  patient  has  both  numbers,  record 
the  number  that  corresponds  to  the  Ex¬ 
pected  Principal  Source  of  Payment.  (See 
Data  Element  14.1.) 

2.  Date  of  Birth 

Definition:  Month,  day  and  year  of 
birth 

Data  Element  and  Instructions 
2.1  Date  of  Birth.  Record  the  birth  of 
the  patient  in  the  following  order:  two 
digits  for  month,  two  digits  for  day,  two 
digits  for  year.  Record  Xs  when  exact 
month,  day  or  year  are  unknown.  If  the 
patient  is  100  years  of  age  or  older,  circle 
the  year  of  birth. 

Example: 

July  1,  1936=07/01/36 
May  12.  1868  =  06/12/(68) 

September  1906  =  09/XX/06 
1912=XX/XX/12 
TJnknowii= XX/XX/XX 

3.  Sex 

Definition:  Sex  is  to  be  recorded  as 
Male  or  Female. 


Data  element  and  instructions 

3.1  Sex.  Mark  the  appropriate  box.  “M” 
for  Male,  “F”  for  Female. 

Example: 

(Male)  M  [M]  FD 

4.  Race 

Definition:  Race  is  categorized  as 
“White,”  “Black,”  and  “Other”  accord¬ 
ing  to  the  accepted  classification  of  the 
U.S.  Bureau  of  Census. 

Data  element  and  instructions 

4.1  Race.  Mark  the  appropriate  box. 
“B”  for  Black,  “W”  for  White,  and  “O’* 
for  Other.  Leave  blank  if  race  is  un¬ 
known. 

Example: 

(White)  BD  WIW]  OO 

5.  Residence 

Definition:  The  U.S.  Post  OfBce  Zip 
Code  is  used  to  designate  the  patient’s 
residence. 

Data  element  and  instructions 

5.1  Zip  Code.  Record  the  five-digit  zip 
code  contained  in  the  patient’s  home 
address/  residence. 

Example:  20034 

6.  Hospital  Identification 

Definition:  ’The  provider  number  as¬ 
signed  by  the  Medicare  Program  (and 
used  by  Medicare  and  Medicaid  In  the 
hospital  certification  process) . 

Data  element  and  instructions 

6.1  Provider  Number.  Record  the  six¬ 
digit  health  insurance  provider  number 
assigned  to  the  hospital  by  the  Medicare 
Program. 

Example:  21-3149 

7.  Admission  Date  and  Hour 

Definition:  ’The  admission  date  and 
hour  includes  the  month,  day,  year  and 
hour  of  admission. 

Data  element  and  instructions 

7.1  Admission  Date.  Record  the  date 
of  the  patient’s  admission  to  the  hospital 
for  this  episode  of  care  in  the  following 
order:  month/day/year. 

Example:  August  31, 1976=08/31/76 

7.2  Hour  Of  Admission.  Record  the 
hour  of  admission  by  the  24-hour  clock 
(military  time)  with  no  indication  of 
minutes.  Using  two  digits,  record  the 
hour  just  completed  in  the  following 
manner: 

Midnight  to  12:69  PM.=  00  to  12 
1  PJd.  to  11:69  P.M.=  13  to  23 

Example: 

12:69  P.M.=12 
11:69  AM.=11 
11:30  PJd.=23 
8:23  P.M.=20 

8.  Discharge  Date 

Definition:  The  discharge  date  In¬ 
cludes  the  month,  day  and  year  of  dis¬ 
charge  from  the  hospital. 
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Data  Element  and  Instructions 

8.1  Discharge  Date.  Record  the  date 
the  patient  left  the  hospital  (or  died). 
The  date  is  to  be  recorded  in  the  fbUow- 
ing  order:  month/day/year. 

Example:  Feb.  21,  1975=02/21/75 

9.  Attending  Physician 

Definition:  This  is  the  physician  pri¬ 
marily  responsible  for  the  care  of  the 
patient  from  the  beginning  of  this  hos¬ 
pital  episode.  In  determining  the  physi¬ 
cian  primarily  responsible,  the  following 
criteria  apply: 

a.  If  the  patient  has  a  private  attend¬ 
ing  doctor  who  arranged  for  his  admis¬ 
sion  to  the  institution  and  directed  his 
care  therein,  this  physician  is  normally 
considered  to  be  the  attending  physician 
in  the  hospital. 

b.  If  the  patient  does  not  have  a  private 
doctor,  the  physician  primarily  respon¬ 
sible  in  the  hospital  is  the  staff  member 
to  whom  the  patient  is  assigned  and  for 
whose  care  he /she  is  legally  responsible. 

Data  element  and  instructions 

9.1  Attending  Physician  'Name.  Record 
the  attending  physician’s  surname  fol¬ 
lowed  by  the  first  name  and  middle  ini- 
tiaL  The  identified  physician  may  not 
•be  an  intern  or  resident. 

Example:  BaUey,  Martha  M. 

9.2  Attending  Physician  Social  Secu¬ 
rity  Number.  Record  the  Social  Security 
Number  of  the  physician  named  in  Item 
9.1. 

Example:  315-44-8735 

10.  Operating  Physician 

Definition:  This  is  the  physician  who 
performed  the  principal  procedure. 

Data  element  and  instructions 

10.1  Operating  Physician  Name.  Record 
the  operating  physician’s  surname  fol¬ 
lowed  by  the  ffmt  name  and  middle  ini¬ 
tial.  The  identified  phsrsician  may  not 
be  an  intern  or  resident. 

Example:  Peters,  Robert  J. 

10.2  Operating  Physician  Social  Secu- 
ity  Number.  Record  the  Social  Security 
Number  of  the  operating  i^ysician 
named  in  Item  10.1. 


bearing  on  this  hospital  stay  are  to  be 
excluded. 

Data  element  and  instructions 

11.1  Principal  Diagnosis.  Record  the 
principal  diagnosis  in  narrative  form  as 
defined  above.  The  principal  diagnosis  is 
to  be  determined  after  the  discharge 
summary  has  been  completed  or  after  all 
information  related  to  this  Q>isode  of 
care  is  available. 

11.2  Other  Diagnoses.  Record  up  to 
four  additional  diagnoses  in  narrative 
form  as  listed  in  the  medical  record  or  on 
the  discharge  summary. 

11.3  Diagnostic  Codes.  Record  the  ap¬ 
propriate  codes  corresponding  to  the 
primary  and  other  diagnoses.  Use  the 
KTDA-S  coding  system  unless  the  H- 
ICDA-2  issued  routinely  in  the  hospital 

Example:  Pulmonary  emphysema  with 

chronic  bronchitis  and  bronchiectasis. 

Arteriosclerotic  heart  disease  with  old 
myocardial  Infarction.  Depressive  reaction. 


moderate. 

ICDAS 

Diagnosis: 

Prniclpal  diagnosis: 

Pulmonary  emphysema _ 482 

Other  diagnoses: 

Chronic  bronchitis _ 491 

Bronchiectasis _ 518 

Arteriosclerotic  heart  disease 
with  old  myocardial  Infarc¬ 
tion  _ _ _ 412.9 

Depressive  reaction,  moderate.  300. 4 


12.  Procedures  (Principal  and  Other) 

Definition:  a.  All  procedures  performed 
in  operating  rooms  are  to  be  recorded 
with  the  dates.  In  addition  to  theep  pro¬ 
cedures,  all  other  significant  procedures 
are  to  be  recorded.  A  significant  pro¬ 
cedure  is  one  which  carries  an  operative 
or  anesthetic  risk  or  requires  highly 
trained  personnel  or  special  facilities  or 
equipment.  Some  examines  (rf  such  pro- 
c^ures  are  cardiocatheterization,  angi¬ 
ography,  endoscopy,  and  super  voltage 
radiation  thertqiy. 

b.  When  more  than  one  procedure  is 
recorded,  the  principal  procedure  is  to  be 
designated.  In  determining  whi(^  (ff  sev¬ 
eral  pyrocedures  is  the  purincipal,  the  fol¬ 
lowing  criteria  api^: 

(1)  The  principal  procedure  is  one 
which  was  performed  for  definitive 
treatment  rather  than  one  performed  for 


diagnostic  or  exploratory  purposes,  or 
was  necessary  to  take  care  of  a  compli¬ 
cation. 

(2)  The  principal  procedure  is  that 
procedure  most  related  to  the  principal 
diagnosis. 

Data  element  and  instructions 

12.1  Principal  Procedure.  Record  the 
principal  procedure  in  narrative  form  as 
defined  above.  The  principal  procedure 
is  to  be  determined  after  the  discharge 
summary  has  been  completed  or  after 
all  information  related  to  this  episode  of 
care  is  available. 

12.2  Other  Procedures.  Record  up  to 
two  additional  procedines  in  narrative 
form  as  listed  in  the  medical  record  or 
on  the  discharge  summary. 

*  12.3  Procedure  Codes.  Record  the  ap¬ 
propriate  code  corresponding  to  the  prin¬ 
cipal  and  other  procedines.  Use  the 
ICDA-8  coding  system  unless  the  H- 
ICDA-2  is  used  routinely  in  the  hospital. 

12.4  Procedure  Dates.  Record  the  date 
of  each  procedme  in  the  following  order: 
month/  day /year. 

Example:  Closed  fracture  of  tibial  shaft,  left. 

Laceration,  left  arm  (forearm) .  Abrasion, 

right  arm  (forearm). 


Procedure 

ICDA-8 

oode 

Date 

Principal:  Closed  reduction 
of  tibial  shaft  fracture 

84.4 

Apr.  6,1976 

Other 

Suture  of  lacwaUon  of 
left  arm _ 

92.5 

Apr.  16,1975 

Debridgement  of  woimd 
of  right  arm _ 

92.1 

Do. 

13.  Disposition  of  Patient 


Definition:  The  consequent  arrange¬ 
ment  or  event  ending  a  patient’s  stay  in 
the  hospital.  Eight  categories  are  used 
for  specifsdng  the  disposition. 

Data  element  and  instructions 

13.1  Record  the  appropriate  letter  in 
the  box  under  the  disposition  of  the 
patient.  Each  disposition  has  a  particular 
letter  of  the  alphabet  and  a  box  assigned 
to  it.  Ckily  one  box  should  be  marked. 

Example:  For  a  patient  discharged  to  home 
or  self-care. 


Disposition  of  patient  (select  1) 


Discharge  to 
home  or 
self'Care 
(routine) 

Dlscharga/ 

transte 

toSNF 

Dtacharge 
to  home  care 

Dtodurge/ 

transfer 

toICF 

Transfer 
to  short  term 
general 
hospital 

Dlseharge/ 
transfer 
to  institution 

Died 

Left 

against 

medical 

advice 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

K 

L 

M 

N 

P 

Q 

R 

S 

Example:  483-29-1234 

11.  Diagnosis  (Principal  and  Other) 

Definition:  All  diagnoses  that  affect 
the  current  stay. 

a.  Principal  Diagnosis  is  to  be  desig¬ 
nated  and  is  defined  as: 

The  condition  established  after  study 
to  be  chiefiy  responsible  for  occasioning 
the  admission  cff  the  patient  to  the  hos¬ 
pital  for  care. 

b.  Other  diagnoses  to  be  listed  are: 

All  conditions  that  coexist  at  the  time 

of  admission,  or  develop  subsequently, 
which  affect  the  treatment  received  and/ 
or  the  length  of  stay.  Diagnoses  that  re¬ 
late  to  an  earher  episode  which  have  no 


14.  Expected  Principal  Source 
Payment 

Definition:  The  anticipated  source  of 
payment  at  the  time  of  discharge. 

Data  element  and  instructiom 
14.1  Expected  Principal  Source  of 
Payment.  Record  the  appropriate  letter 


in  the  box  under  the  sources  of  paymoit 
frmn  vhlch  the  hospital  expects  reim¬ 
bursement  for  the  major  portion  of  the 
patient’s  hoiH>ltal  expenses.  Each  source 
of  payment  has  a  particular  letter  of  the 
alphabet  and  a  box  assigned  to  it.  Only 
one  box  is  to  be  marked. 

Example:  Fw  a  Medicaid  patient. 
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Expected  principle  source  of  payment 


Medican 

Medicaid 

Title 

V 

Insurance 

company 

Othw 

Qovernment 

payment 

Workmen’s 

compensation 

Self-pay 

No  charge 

other 

□ 

O 

□ 

□ 

D 

a 

□ 

a 

a 

A 

B 

C 

D 

E 

F 

u 

11 

j 

The  Commissioner  of  the  Social  Se¬ 
curity  Admin^tration  concurs  with  the 
Assistant  Secretary  of  Health  in  invit¬ 
ing  comments  from  all  interested  parties. 
Comments  will  be  accepted  until  Feb¬ 
ruary  17,  1976.  Comments  should  be  ad¬ 
dressed  to  Director,  Bureau  of  Quality 
Assurance,  Department  of  Health,  Edu¬ 
cation,  and  Welfare,  Room  16-A-55, 


5600  Fishers  Lane,  Rockville,  Maryland 
20852.  All  comments  received  will  be  re¬ 
viewed  and,  where  appropriate,  incorpo¬ 
rated  into  the  implementation  plan. 

Dated:  January  5, 1976. 

Theodore  Cooper, 

Assistant  Secretary  for  Health. 
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